So many old people will continue to live their lives and die at home in the family group that, as Sheldon has shown, incomparably the greater burden will not be borne by hospitals at all. In fact it is very desirable to attempt the further reduction, wherever possible, of accommodation for the elderly not in need of the fully organized and increasingly expensive hospital facilities.
The increased number of admissions of old folk to chronic sick hospitals and mental hospitals, while small as a percentage of the elderly population, is due in part to a failure to provide facilities in a field of preventive medicine, not yet completely explored.
Because the Oxford Geriatric Unit is exploring this field it is finding more and more examples of patients who can be discharged back to their own homes for greater or lesser periods of time, so that care by the family in selected cases can be supported by community and local authority efforts until it is desirable for medical or sociological reasons to readmit the old person to hospital on a permanent or temporary basis. This approach is especially valuable in the continued care of the elderly confused patients. The only previous solutions that have been offered have been admission to mental or chronic sick hospitals. I had found previously, at Langthorne Hospital, in London, E. I 1, that early admissions of this type of patient for a temporary period of assessment, treatment of organic disease, and rehabilitation resulted in an increased willingness on the part of families to continue to care for their old people, as long as they were offered:
(1) A responsibility for a period of time that could be limited by the joint consultation and agreement of the family, the general practitioner and the Geriatric Unit's doctor and medical social worker.
(2) Intermittent periods of freedom from that responsibility by readmitting the patient for a short period to the hospital, so that summer holidays and rest periods could enable them to continue the responsibility for much longer than would otherwise be the case.
(3) In certain selected cases the Day Hospital regime has proved very helpful in affording methods of treatment of the patient, and relief of emotional stress in the family group, by removing the patient from the family during the daytime and returning him home to sleep in the evening. During the daily hospital stay the patient received physiotherapy in the form of the appropriate remedial exercises to enable him to get about with less pain and greater comfort, and incidentally to prevent accidents at home; more important still, the patient received occupational therapy which is a well-recognized form of treatment for the confused or psychiatric patient at any age. As a result, much nocturnal restlessness can be prevented and quiet nights obtained for the relatives and the patients. The occupational therapy should be given in a quiet room.
A very important part of this work consists of the co-ordination of the home and hospital environment which needs to be carried out by a medical social worker. I have found the services of the social worker in quietly overcoming home difficulties, keeping the hospital informed of progress at home, and assessing the build up of domestic emotional stresses, the latter to be reduced by appropriate temporary admission, of the greatest value; without this sociological assistance this method of treating many more patients without increasing the number of beds would have been infinitely more difficult.
The segregation of confused elderly patients in one part of the Geriatric Unit of the United Oxford Hospitals has provided the means of exploring some of the unsolved problems in this type of elderly patient. Many investigations have been made into the psychological and psychiatric variations of selected groups of patients in the higher age groups, but so far there seems to have been very little investigation into the possible solutions in the sociological and psychiatric fields of coping with the very rapidly increasing numbers of disturbed elderly people for whom there appears to be no other solution than lunacy certification.
The very coarse index of admission to mental hospitals, either voluntarily or under certification, is not adequate evidence of the incidence of major psychiatric disturbances in the elderly, but of the sociological collapse of a family or community situation. That situation has developed because the commonly occurring slow intellectual deterioration and decreasing ability to adjust rapidly in an elderly person has been complicated and worsened by several factors some of which are rapidly reversible. These include cerebral anoxia due to organic disease, cerebrovascular incidents and trauma. Of especial interest MAY is the incidence of intellectual deterioration following prolonged falls of systolic blood pressure due to major anesthesia, post-operative surgical shock, and a combination of these two factors. Other factors are malnutrition involving protein, iron and vitamin-B deficiencies, emotional disturbances expressed as acute or long-standing anxiety states involving a family group, or individual dissonances in a household-to wit, the unsympathetic landlady of a furnished bed-sitting room. Other causes of financial, interpersonal or social stresses are often ascertained when an accurate history by a medical social worker is available. Thus, a mixed and complicated picture of slow and catastrophically rapid intellectual deterioration and emotional disturbances is only too often followed by certification and admission to a mental hospital.
For the last one hundred years various committees have drawn attention to the general undesirability of certifying very old people, and yet to-day more old people are being certified than ever before. This is due not only to their increasing numbers, but also to reduction in suitable hospital accommodation following 1929, 1939 and 1948. These reductions in hospital beds are not necessarily disadvantageous, and can even become advantageous if we have the courage to reassess the problem and find new solutions to cope with this very old problem. An accurate reassessment of each confused individual's problems by means of the Geriatric Unit's team approach has given rise to a qualified optimism for this type of patient. As so many problems are indeed reversible and solvable it is necessary to solve them as rapidly as possible before the general practitioner is unwillingly faced with certification as his only solution.
By following this policy at Oxford in the last three years, a more optimistic endresult has become evident. After treating the reversible pathological causes of dementia we have concentrated upon reversible and remediable sociological causes, so that the underlying uncomplicated physiological intellectual deterioration or failure of adaptation can be recognized and handled in the most appropriate environment. This environment should be the family wherever possible, and we have been surprised to find how willing families are to continue to care for the confused parent or grandparent if the Geriatric UJnit offers to help. This help includes:
(1) Immediate admission to break the vicious circle of family anxiety stress>increasing anxiety, depression and dementia in the old person.
(2) Follow up by the Geriatric UJnit's social worker and doctor.
(3) Intermittent readmission for summer holidays and at other times during the year when stress on the family group begins to increase. The social worker is invaluable in watching this situation.
(4) Immediate readmission to the Geriatric Unit in the event of serious illness affecting the elderly patient or other member of the family group.
(5) The maintenance of optimal physical health utilizing physical medicine and occupational therapy.
(6) The sharing of responsibility for the patient during greater or lesser periods of each week. This is achieved by means of the Day Hospital which has been used in the Oxford Geriatric Unit for the last three years.
The Day Hospital is at present housed in the Occupational Therapy Department under the immediate control of the Superintendent Occupational Therapist. Patients usually enter the Day Hospital following discharge from the In-patient Department but this has been because the number of Day Hospital patients has had to be limited on account of shortage of space. There should be no difficulty in extending this service to suitable patients living in their own homes and before hospital admission becomes necessary, to anticipate a deteriorating family situation, so that it may well be prevented for many months. The decision to place a patient in the Day Hospital is arrived at in a staff conference attended by the clinician, the consultant psychiatrist, the social worker concerned with the case and the superintendent occupational therapist. The patients attend for from one to five full days a week and are given a midday meal in one of the ward day rooms. It is hoped to provide an independent dining room for these patients. Patients are brought to the Day Hospital by transport provided by the voluntary car service or the Local Authority.
Once in the Day Hospital the patients are given a programme of activities consistent with their ability. It is interesting to note what high standards of work are achieved by patients considered to be quite incapable of looking after themselves. Another activity in the O.T. Department consists of gradually increasing the old person's responsibility for himself, and then giving him minor duties caring for others.
Teams of patients co-operate in completing tasks no one patient could complete alone (this is not the genesis of a conveyor belt system or mass produiction lines). The occupational therapy is prescribed sometimes on an individual basis. Some patients suffering from chronic anxiety states or affective psychoses are given a small quiet corner where simple 238 uncomplicated work is provided, while the constant patience and reassurance of the occupational therapist helps to cope with any temperamental deterioration.
The social workers do much of their work by a quiet chat in the O.T. Department rather than by formal interview in an office. When, however, the latter is indicated it is immediately arranged. If medical advice or consultation is required a medical officer sees the patient, arranges immediate admission if necessary or communicates with the general practitioner. By this means the doubtful value of a hurried session with a doctor or social worker is replaced by a more leisurely and thorough interview of greater therapeutic value.
Regular communication between the family general practitioner, occupational therapist, medical social worker, clinician and psychiatrist provides for an increase or decrease in the number of days the patient attends each week.
There is provision for electro-convulsive treatment of patients with affective psychoses, in the Out-patient Department.
The standard of work by confused patients has been so high as to merit prizes in open competition with members of Women's Institutes.
Results.-During the first six months of 1953, of about 500 patients admitted to the Geriatric Unit of Cowley Road Hospital, 53 were suffering from confusion and dementia of major severity as diagnosed by the attendant Consultant Psychiatrist, Dr. J. E. Duffield. In addition, another group of 70 patients suffering from cardiac, respiratory or localized cerebral arteriosclerotic disease were considered to be certifiable at the time of admission. This latter group, however, lost their confusion as the disease from which they were suffering abated.
Thus about 25% of the 1,000 patients admitted a year are suffering from a sufficiently severe mental disturbance to warrant lunacy certification, while 11 % or about 100 a year have long-term mental disturbances. An analysis of this latter group, which is roughly equivalent in numbers to the elderly patients admitted to the nearest mental hospital is as follows: Were still resident four to ten months after admission 19% 100%
38%
Three-quarters of the discharged patients have attended the day hospital for from one to five days a week and are being helped to continue in their homes by this means. Apart from holiday readmissions for two to three weeks, few of the Day Hospital patients have needed emergency readmission although this will be inevitable. It is hoped that by providing more accommodation it will be possible to increase the number of daily attendances to between 30 and 40 because there are four established needs not being met: (1) The numbers of discharged patients are being forced to reduce their number of daily visits per week. (2) Discharge of such patients is being held up, as it is not advisable without attendance at the Day Hospital. (3) Psychiatrists are requesting attendance at the Day Hospital for patients seen in consultation with General Practitioners. (4) A Preventive Mental Health programme to encourage the earlier treatment of needy patients cannot be considered in the existing overcrowded conditions.
With the increase of Day Hospital attendances from ten to thirty a day, an increased load of senile confused patients can be taken by the Geriatric Ufnit from the Mental Hospital, this preventing overcrowding and certification.
The mental health research team headed by Dr. F. Post, working in the Geriatric unit, has prepared a programme to evaluate among other factors the work of the Day Hospital.
The cost of providing care for such patients will be regularly compared with the cost of permanent institutional provision. Voluntary effort has been stimulated to co-operate in this community problem, and its value in the scheme may also become evident.
Conclusion.-A plan to extend an experiment of a day hospital for confused elderly patients in the Oxford Area is being completed. It will be a part of an existing Geriatric Unit and will reduce that moiety of patients now being certified and admitted to a mental hospital.
A research team working in the Geriatric Unit on the problems of senile confusion and dementia will examine the workings of the day hospital critically and publish the results.
A financial examination of the national cost of each patient in this way will be compared with the national cost of permanent institutional accommodation. This project in mental health and preventive care is suggested as a means of assisting the Health Service to adjust to the changing psychological and sociological problems of an ageing population. 7 239 Dr. Felix Post: Some Research Problems in Old-Age Psychiatry Introduction.-In this account of research problems no attempt will be made to describe all current investigations into the mental aspects of ageing. I shall limit myself to problems with which I have been personally concerned. Most of the research was done from a 46bedded unit for patients over 60 at the Bethlem Royal Hospital, which owes its establishment to Professor Aubrey Lewis; the investigations were carried out in close collaboration with members of the Institute of Psychiatry, especially Mr. M. B. Shapiro and young psychologists under his direction, and Dr. Vera Norris, lecturer in medical statistics.
Search for tests indicating the presence of early dementia.-In a unit receiving mainly aged patients with recent nervous and mental disorders we were especially interested to employ tests excluding the presence of early cerebral deterioration. However, after studying the literature on testing for intellectual impairment of elderly patients we came to the following conclusions: Gross and clinically obvious dementia is revealed in a low I.Q. on intelligence tests and in quotients indicative of deterioration such as the Babcock Efficiency Index; but where dementia is not severe or general, and therefore diagnostic tests most needed, impairment is not revealed by the I.Q. or by ratios comparing various subtests. Goldstein and Scheerer (1941) suggested that while normal persons were capable of assuming both abstract and concrete attitudes in tackling tests such as the Weigl Colour-Form Sorting Test or the Kohs' Blocks Test, certain schizophrenics and all brain-damaged patients were limited to a concrete approach. As these tests appeared to be used in many centres for the diagnosis of early dementia, it was decided to try them out in some 50 patients of our geriatric unit. We also tested some 50 mentally well old people matched with the patients for sex, age and social background, and a group of healthy adults between the ages of 16 and 39. It was found that a large proportion of these young adults (18 of 46) were unable to assume, or to learn to adopt, the abstract attitude on both tests. However, in the majority of healthy subjects the abstract ability was preserved into the second half of the seventh decade; after the age of 68 the ability to assume the abstract attitude became increasingly rare. We were disappointed to find that only one psychiatric patient over 60 was able to adopt the abstract approach on all tests given. Most of the patients with a relatively small degree of concreteness were confirmed to be suffering from non-dementing syndromes, but complete inability to adopt the abstract attitude was not diagnostic of organic mental disorders. Most of the functional patients were suffering from affective illnesses, and our findings suggest that depression, at any rate in elderly people, is associated with difficulties in abstract thinking-that an affective disturbance in old people appears to be associated with a cognitive defect .
The concept of an abstract mental attitude and the assumption that its loss occurs early in cerebral disorders are relatively recent theories. Impairment of memory in organic brain disease, in senile deterioration, and in old age has always been an accepted occurrence. Most traditional clinical tests for organic mental impairment purport to test memory, and they, along with several memory questionnaires, a New Word Learning Test, and four subtests of the Wechsler Bellevue Intelligence Test, were administered to 102 patients of the geriatric unit. Very briefly, most of the traditional tests, such as the name and address test, the rendering of various test stories, and the repetition of digits failed to differentiate between organic and functional patients; on the other hand, tests of orientation and some of the memory questionnaires concerning the patient'slife, recent historical events, and the lay-out and routine of the hospital ward, did differentiate between groups of organic and functional mental patients at a significant level. Statistical analysis confirmed that these tests did, in fact, measure memory, and that memory was a function apart from general intelligence. But these memory tests were only successful in differentiating patients in terms of group distributions, and the overlap between the groups was so large that the tests are virtually useless in making a diagnosis of early dementia in individual elderly patients. To conclude: Though a general finding in established dementia, memory impairment is not, in many instances, one of the distinctive features of early cerebral deterioration in old people (Shapiro et al., 1956) .
Clinical studies of diagnosis and prognosis.-Our failure to validate tests of early dementia applicable to elderly patients may not be very important, since the difficulties of differentiating -between the functional psychoses and the organic dementias of old age on purely clinical grounds have in the past been exaggerated. Between 1937 and 1943 the junior psychiatrists in the private wards of the Royal Edinburgh Hospital differentiated, on the whole successfully, 87 patients over 60 with affective illnesses from 125 arteriosclerotic and senile psychotics (Post, 1944) . In one-third of all manic-depressives and involutional melancholics admitted for the first time between 1947 and 1949 to three London mental hospitals the diagnosis of affective disorder was made in spite of the fact that the patients were, at the time, over 60 years old (Norris, 1955) . Using case records only, it was possible to distinguish between elderly patients suffering from organic or functional psychoses respec-tively, and to demonstrate the correctness of this categorization by the striking differences in outcome of the two groups (Post, 1951) .
To test the assumption that differential diagnosis as between the functional and the organic psychoses is fairly easy in the great majority of elderly mental patients, two investigations were carried out. In our out-patient clinic for patients over 60 some 190 consecutive referrals were diagnosed in many instances as suffering from recent affective illnesses and usually recommended for short-term hospital treatment; or a diagnosis of long-standing nervous or mental disorder, or of organic dementia was made; in these last two groups the recommendations were generally for long-term management or care. A twelve to eighteen months' follow-up showed that the recommendations had in a significantly large majority of cases been successful, presumably because the diagnoses on which they had been based had been correct (Norris and Post, 1954) . In a second study, concerning 230 patients of a mental observation ward, we were able to confirm the relatively good early prognosis of clear-cut functional psychoses of old age. We picked out correctly, within ten days from admission, 850% of all patients who survived the first year after admission, and 71 % of those who were discharged from psychiatric care during this period. We were disappointed in our hopes of being able to predict death or recovery at an early date after admission. But an analysis of our clinical data in the light of the follow-up results allowed us to work out a number of indicators which, especially when present in various combinations, were associated with early death or failure to recover. These were, of course, great age and the presence of serious physical disease, and we also confirmed the grave prognostic significance of acute organic confusional states; more surprising were the severely adverse effects of symptoms and signs of focal cerebral disease, and of severe degrees of social isolation, while living alone or the widowed state were not prognostically important. An interesting finding, deserving further study, was that the outlook in organic psychoses was significantly better in patients who showed some affective, paranoid, or neurotic symptoms in the organic setting, and who were not just suffering from a simple, featureless dementia . The results of these two studies are in agreement with who recently brought up to date and summarized his earlier findings suggesting strongly that in old age affective psychosis and late paraphrenia are largely independent of the senile and arteriosclerotic dementias.
Significance of affective symptoms in the aged.-It is, no doubt, intellectually satisfying to bring order into the ever-increasing multitude of mentally ill old people which fills our wards and out-patient departments, by dividing it into diagnostic and prognostic streams, and diagnostic classification has also proved useful in allowing us to make correct recommendations of treatment or management in a significantly large proportion of cases, using the term significant in the statistical sense. But in assessing and treating individual patients, young or old, we have always been aware of the shortcomings of diagnostic categories. To illustrate the limited usefulness of reaction types, we need not have recourse to the role of imponderables, such as personality factors, family constellations, or social factors of wider significance in shaping the course of an illness; we can draw on some concrete clinical facts. discovered affective symptoms, though not always of melancholic depth or structure, at one stage of the illness in 6% of senile dements and 30% of arteriosclerotic psychotics. In a group of 189 patients with a manic or depressive symptom complex of at least a few weeks' duration Kay et al. (1955) found that only 14 patients were also suffering from organic mental symptoms; but after a brief period varying between only nine and twenty-seven months, 4 further patients had developed definite cerebral-organic signs. The organic features of most of these patients were due to arteriosclerotic brain disease, but these workers did not think that there was at present any clear evidence to support the assumption that the incidence of cerebral arteriosclerosis is higher in elderly manic depressives than in the general population of the same age. All the same, the impression persists that an unduly high proportion of old people originally admitted with an affective illness later on experience cerebrovascular or coronary accidents.
It seems likely that even long-term observation of old people with affective illnesses will show that the proportion of patients finally succumbing to arteriosclerotic or senile dementia will remain small. On the other hand, clinical experience shows that in spite of the relative ease and frequency with which elderly depressives can be discharged from hospital after relief of their symptoms with electro-convulsive therapy, many patients relapse almost immediately, and others have frequent recurrences with ultimate failure to respond to physical treatments. Almost certainly the readmission rate is higher than the 30% found by Norris (1955) for an average follow-up period of three and a half years of manic-depressive and involutional cases of all ages admitted to three London mental hospitals. Kay et al. (1955) found that only 38 % of manic-depressives over 60 had remained well during a much shorter follow-up period. An impression has arisen that many patients, while not requiring mental hospital care, appear to subside into a state of mental invalidism characterized by apathy or mild querulous depression, and by repetitive hypochondriacal complaints, intractable pains, odd tremors, and gait disturbances. All these resemble hysterical conversion symptoms of younger people, but are more likely to be due to little understood degenerative lesions of the central nervous system. These patients, though retaining their-intellectual powers, cease to make use of them, and may become an even greater emotional and economic burden on their families than senile dements.
On the basis of a six-year follow-up of 100 consecutive depressive patients over 60 admitted under my care, we are at present attempting to define factors associated with different types of outcome. Also, we hope to confirm or to demolish a hypothesis according to which, expressed in over-simplified form, depressive illness in old age may take the form of either a phasic disorder or of a continuous process. Periodic depressions with return to the usual level of adjustment may continue into old age or, as is well known, may first originate during the senium. On the other hand, a depressive illness may either persist and assume an empty and stereotyped symptomatology, or affective disturbances may become easily and repeatedly precipitated in a setting of a depressive personality change characterized by a constantly gloomy, plaintive or querulous mood and hypochondriacal, quasi-obsessional, or mildly paranoid preoccupations. In a recent study of old people in the community Busse and his fellow-workers (1955) found that a significant proportion of subjects reported a definite increase in frequency and depth of depressive episodes with increasing age. In fact, nearly 50% of these old people living in their own homes reported apparently reactively produced mood disturbances varying in length from a few hours to several days, and occurring on the average once a month. A depressive personality change may thus be looked upon as a pathological exaggeration of the emotional changes brought about by normal ageing, much as senile dementia has been interpreted in terms of an acceleration of normal intellectual decline in old age. If the existence of a process of senile deterioration of affect apart from intelligence could be confirmed as a recognizable clinical picture, we should have to accept that in'some patients it would not be sufficient to treat the individual attack of depression, but that we will have to cast about for means of preventing or, at any rate, of mitigating a state of increasing mental invalidism.
In the meantime, we have a'much more urgent problem on our hands concerning the treatment of people suffering from the dementing illnesses of old age. Norris (1955) estimates that in London the expectation at birth of being admitted at least once to a psychiatric hospital for senile, presenile, or arteriosclerotic dementia is as high as for all other psychotic disorders taken together; but even in big cities a large proportion of mentally senile people never enter mental hospitals. I was, therefore, very glad to join Dr. Cosin an1d his group in an attempt to find better methods of treating persistently confused old people admitted to the Geriatric Unit of the United Oxford Hospitals. Having developed a system of ratings which will enable us to pick out matched samples of patients with senile or arteriosclerotic dementia, we are about to embark on a series of experiments with small groups of patients. It is well known that in most cases of old-age psychosis disturbed behaviour subsides very rapidly with the treatment of any physical disorder present and with skilled nursing care. But we are then left with persons who, while still receiving much attention from the environment, show little activity in an outward direction. Most actions are aimless or stereotyped, and are not used to achieve effective communication, in Ruesch and Bateson's (1951) sense. An attempt will be made to discover the kinds of action from the environment, coming from other patients, from nurses, from occupational therapists, and from the psychologist employing a variety of approaches, which can be shown to stimulate the patient into reciprocal purposive activity. By rebuilding the demented patient's system of communications with the people and objects around him, we hope to retard the progress of further mental deterioration. Any measures showing promise in the experimental situation with hospital inmates might be employed with greater benefit in the out-patient department or day hospital with senile people still looked after by their families.
Summing-up.-On the whole, we have failed to develop tests of early dementia as seen in senescent patients. The only measure which, so far, has shown any real promise is the Bender Gestalt Test, which involves the copying of simple designs. This test is in the process of being refined and developed. But of greater importance is the fact that this is leading us into investigating more closely perceptual, motor, or other defects in some kinds of elderly psychotics. This is what has been happening to us again and again: we start work on a practical clinical problem and find that it either forces us to take up more basic problems of ageing, or that it links up with a general psychiatric question. Another small contribution to basic problems of ageing has been made in defining age changes in the ability of abstract thinking; further investigation of the discovery that old people with affective illness without brain damage decline from the abstract capacity level prematurely may throw light on the relationship between the cognitive and the orectic functions of 242 the personality. The occurrence of memory impairment apart from general intellectual decline has been confirmed, though in old people its presence, especially as indicated by many traditional clinical procedures, is not a reliable sign of rapidly progressive, and therefore practically significant, dementia. But here again we are led towards a more basic investigation of memory function as seen in various types of psychiatric illness in old age.
Prognostic studies have confirmed that, in terms of group statistics, the various psychiatric disorders of old age can be easily and successfully differentiated on clinical grounds alone. But we are still faced with a problem: Though old people with so-called functional, and especially with affective, mental syndromes, may live longer than arteriosclerotic or senile dements, and may be more frequently discharged from hospital care, yet the outcome in terms of the individual person's adjustment, well-being, and future mental health may vary considerably from case to case. A hypothesis according to which affective illness in old age may in some cases show periodic swings similar to those in younger people, but that in others it may present a process of affective deterioration, is being tested by a long-term study of a group of aged depressives. The interplay between personality structure, as it is seen to evolve in the course of a lifetime, and physical, psychological and interpersonal disturbances, is one of the many problems of general psychiatric interest which can be surveyed especially well from the vantage point of old age psychiatry.
Finally, I have indicated the general lines along which controlled experiments are designed to discover ways of improving the adjustment of old people with senile deterioration.
Professor Martin Roth: It is useful, on occasion, to consider briefly some of the more basic causes of the problems that we are facing. They are biological and sociological.
Sociological factors, which have a more immediate bearing on our practical problems, arise from the transformation in the pattern of social life during the last century which has forced so many of the old into an existence isolated from the family in which formerly they held a positive, secure, and respected role. The authority wielded by the aged was not always a healthy influence within the family, a fact that is sometimes forgotten. But the change in their status has been swift and has brought many problems in its train. There are other psychological stresses, which, though more insidious, are no less devastating in their effects on the mental health of old people. These are the universal emphasis on the desirability of youth and youthful middle age which have become such prominent features of the culture of our time and of the business advertisement, magazine literature, and the mass organs of information and diversion which help to mould its ethos. The trend is perhaps most clearly manifest in the U.S.A., where the ghoulish artistry of the mortician so grimly satirized by Waugh in "The Loved One" may be interpreted as a form of denial of ageing and dying. But it is becoming an increasingly common feature of urban civilization in general issuing as it does from a scale of values which measures the worth of individuals in terms of their capacity to produce material wealth. This is not a setting likely to help those trying to adjust after a coronary thrombosis or treatment of a carcinoma, or those with failing faculties of whatever kind, to survive as integrated and functioning members of society.
Such adverse circumstances are likely to be partly responsible at any rate for the fact that 2 % of the entire population of New York State (aged 65 and over) is resident in mental hospitals (Scheele, 1953) and that a fourfold increase was registered there between 1920 and 1942 in the rate of admission for arteriosclerotic psychosis (Pollock, 1945) . A change of true incidence of this order is highly improbable. It must be due to a greater rate of admission of individuals who formerly managed to hold their own in the community.
The psychiatrist can do little beyond drawing attention to the evil effects of such trends.
But the influence he can exert is enhanced when he can marshal precise data showing that the factors he holds responsible are in fact inimical to mental well-being. Our ignorance of the epidemiology of mental illness in old age is therefore a standing reproach. It is sixteen years since Faris and Dunham showed that patients with mental disease in senescence tend to come from the poor overcrowded and "hobo" areas of Chicago. To-day we know from data issued by the Registrar-General (1955) that in this country the incidence of mental disease in old age is higher in urban than in rural districts and highest of-all in greater London, and that individuals in social class V show twice their expected incidence of conditions loosely described as "senile and pre-senile psychosis" the other four having a deficiency of cases. But we know virtually nothing about the factors that govern such differences or about the ecology of the various types of mental disorder. On the biological side we have to contend with the striking change in the expectation of life and in the pattern of causation of mortality in the last one hundred years. As wild mammals survive to manifest the stigmata of ageing only when protected in captivity from their natural predators, so we have begun to discover our full evolutionary heritage of degenerative disorder only since the advance of medicine has been disposing of our most dangerous enemies, the bacteria. And senile and arteriosclerotic psychoses, which cause much of the steeply rising incidence of mental disorder above the age of 65, represent a formidable part of the disabilities that have thus become an increasingly common hazard of existence. It would be wrong to regard such hazards as inevitable; adjectives such as "physiological" and "normal" confuse the issues before us and are a hindrance to research. These phenomena must be studied as diseases at any other time of life. But since we deal with processes to which we are probably all predisposed in one form or another it would seem likely that progress will have to await solution of some of the fundamental problems of ageing. In such a new field we have to be prepared to pick up clues from unexpected quarters. In this connexion, recent work on the commonest of the pre-senile psychoses, Alzheimer's disease, which almost certainly has some relationship to senile psychosis, is of particular interest. For it raises the possibility that such premature manifestation of cerebral ageing may result from some metabolic derangement that causes deposition of an amyloid-like substance in the brain to give rise to plaques, neurofibrils and vascular changes (Divry, 1947; Corsellis and Brierley, 1954) .
With reference to Dr. Post's interesting idea that affective disorder in senescence may be a manifestation of some as yet unidentified form of ageing in the brain, there is certainly a lot of evidence for some special association between affective psychosis and old age. Thus there is a peak in the incidence of affective psychosis as well as suicide in late middle or old age in most countries. And it is clear from the writings of other ages that the association between melancholia and senescence is no recent development. But on the assumption that those who become depressed for the first time in old age suffer from some subtle degenerative process in the brain, one would expect that it would require less in the way of stresses to precipitate the onset of illness; their incidence should therefore be smaller than in affective disorder that had commenced in earlier life. In fact the contrary is the case. First attacks of depression in old age are associated with a much higher incidence of physical illness than recurrences in senescence of depression in earlier life; the available evidence suggests that the physical disease has an important etiological role . In women physical illness seems not quite so important, but there is a significant excess of widows among those having their first affective illness in old age, and the association between breakdown and bereavement seems impressively close . There is much to indicate that these patients are relatively stable people who break down only in the face of the most severe stresses and this is confirmed by the fact that their recoveries after treatment are more stable than those of patients who had also been ill in earlier life . This would hardly be expected if some subtle cerebral atrophy were at all important in causation. I should also hesitate to contrast emotional ageing as in affective psychosis with intellectual ageing in senile psychosis, since the latter is always a global process that destroys all aspects of personality including affect and conation. However, the interesting suggestion Dr. Post has made certainly deserves to be followed up and more investigation should be devoted to the neuropathology of the functional as well as the organic groups of mental disorder in old age.
